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Distal inferior mesenteric veins to renal vein shunt
for treatment of bleeding anorectal varices: Case
report and review of literature
Omid Rahmani, MD, Lorraine M. Wolpert, MD, and A. David Drezner, MD, PhD, Hartford, Conn
Isolated intractable bleeding from anorectal varices is a rare complication of portal hypertension. We report a case of a
patient with cirrhosis and hepatofugal flow who had severe lower gastrointestinal bleeding from anorectal varices. This
is the first case report of construction of a distal inferior mesenteric vein shunt to left renal vein as a selective shunt for
treatment of bleeding anorectal varices in a patient with hepatofugal flow. The patient is a 39-year-old white man with
a medical history significant for alcohol abuse who was seen with bright red blood per rectum requiring 10 units of packed
red blood cells over the course of a year. The work-up revealed anorectal varices with no other colonic lesions. The patient
underwent construction of a distal inferior mesenteric vein to left renal vein shunt. (J Vasc Surg 2002;36:1264-6.)
Treatment of variceal bleeding from portal hyperten-
sion has been a subject of controversy throughout the
literature. The most common site of such significant bleed-
ing is in the esophagogastric area. Anorectal varices are an
alternate set of portosystemic collaterals. Their incidence
rate is reported to be between 46% and 78%.1,2 Severe
bleeding from this area is rare. In 1980, Johansen, Bardin,
and Orloff3 reported a series of 1100 patients treated with
portosystemic shunts and only five had serious bleeding
from anorectal varices as an indication for surgery. We are
reporting a case of portal hypertension with severe bleeding
from anorectal varices. The patient was treated with a
selective distal inferior mesenteric vein (IMV) to left renal
vein shunt. This is the first documented report of this
procedure for treatment of this condition.
CASE REPORT
The patient was 39-year-old man with a medical history sig-
nificant for alcohol abuse. The patient was seen at our gastrointes-
tinal service 14 months before our consultation with bright red
blood per rectum. At the time, he continued to consume alcohol.
On physical examination, the patient was found to have a pulse rate
of 124 with a blood pressure of 120/80 mm Hg. There was no
scleral icterus, spider angiomata, or palmar erythema. He had
bilateral gynecomastia. No hepatosplenomegaly was appreciated.
Rectal examination revealed enlarged hemorrhoids with no active
bleeding. The laboratory examination showed a hematocrit of 25
with a low MCV, mildly elevated ALT and AST with a normal
bilirubin, albumin, and coagulation profile. Subsequently, the
patient underwent upper and lower endoscopies. The esophago-
gastroduodenoscopy did not visualize any gastroesophageal vari-
ces. The colonoscopy was negative except for anorectal varices.
The patient also had an ultrasound scan of the abdomen that
revealed a fatty enlarged liver with no evidence of ascites. Over the
next few months, the patient was managed conservatively with diet
modification, increased fiber intake, and alcohol abstinence. He
continued to have bleeding from the rectum. At this point, a liver
biopsy was performed that showed the presence of alcoholic cir-
rhosis. Repeat endoscopies showed no changes. Over the course of
1 year, the patient required a total of 10 units of packed red blood
cells to maintain a hematocrit of 25 to 30. The coagulation profile,
albumin, and bilirubin levels continued to be within normal limits.
He was referred to the colorectal surgery service for surgical
management of the hemorrhoids.
On evaluation, the patient was considered to be at extremely
high risk for uncontrolled bleeding and he was referred to the
vascular surgery service for further evaluation. The patient was no
longer abusing alcohol yet continued to have bleeding per rectum.
The physical and laboratory examination results had remained
unchanged over the course of the previous year. The patient
underwent a gadolinium-enhanced magnetic resonance venogra-
phy to further evaluate his venous anatomy. This revealed patent
portal, splenic, superior mesenteric, and inferior mesenteric veins
(Fig 1). The dynamic phase of the study also showed hepatofugal
blood flow documenting portal hypertension. On the basis of this
study and the patient’s relatively preserved liver synthetic function
and continuing transfusion requirement, the patient was scheduled
for a selective shunt.
Laparotomy was performed through a midline incision. On
exploration, minimal ascites was found. The liver was enlarged.
The retroperitoneum was exposed by retracting the small bowel to
the right side of the abdomen. Portal pressure was measured
through the IMV and was found to be 10 mm of saline higher than
the central venous pressure, which was measured through an
internal jugular vein central line. A 3-cm portion of the left renal
vein was isolated from the surrounding tissues. The IMV was also
isolated, ligated, and transected at its junction to the splenic vein.
Vascular control of the left renal vein was achieved with a sidebiting
clamp. An end-to-side anastomosis of the distal IMV to the left
renal vein was performed in a running fashion with 7.0 polypro-
pylene. Postprocedure portal and IMV pressures were not mea-
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sured. The postoperative course was unremarkable except for
minimal ascites controlled with sprinolactone. The patient was
discharged home on postoperative day five, tolerating a regular
diet, ambulating, and voiding independently.
Over the next 3 months, the patient had intermittent but very
modest bleeding from the hemorrhoids. Repeat examination
showed a significant reduction in the size of the hemorrhoids. A
repeat magnetic resonance venography showed a patent shunt (Fig
2). At this point, the patient underwent banding of the hemor-
rhoids with no complications. On 6-month and 1-year postopera-
tive visits, the patient continued to abstain from alcohol with no
further bleeding and no transfusion requirements.
DISCUSSION
Variceal bleeding is a serious complication of portal
hypertension. Anorectal varices are a set of collaterals
formed between the superior hemorrhoidal branches and
middle and inferior hemorrhoidal branches. In patients
with severe portal hypertension leading to hepatofugal
flow, there is reversal of flow in IMV, causing engorgement
and, in rare conditions, significant hemorrhage from ano-
rectal varices.
When evaluating a patient with hemorrhoids, it is most
important to exclude the possibility of anorectal varices
before proceeding with any intervention. Weinshel et al4
and Johansen, Bardin, and Orloff3 in separate series re-
ported several deaths after hemorrhoidectomy in patients
with portal hypertension. Therefore, it is critical to evaluate
patients with anorectal bleeding and stigmata of liver dis-
ease for precise extent and direction of portal blood flow
before institution of definite treatment.
Anorectal varices leading to massive hemorrhage and
requiring surgical treatment is a rare condition. Further-
more, formation of these varices without esophageal or
gastric varices is even rarer.
The first line of treatment for this condition is usually
conservative measures. This includes correction of the co-
agulapathy, bed rest, stool softeners, bulking agents, and
transfusions. Most patients respond to these measures.
The rarity of the condition makes a prospective trial to
determine the best mode of treatment difficult. Therefore,
the best surgical approach in patients with failed conserva-
tive therapy is unclear. Use of local surgical procedures is
controversial. Hemorrhoidectomy and band ligation are
contraindicated. Sclerotherapy and ligation with running
sutures have high recurrence rates.
In patients with advanced liver disease, transjugular
intrahepatic portocaval shunting may represent a safe, via-
ble alternative to the unacceptably high morbidity and
mortality associated with surgical shunts. The need for
long-term surveillance and the relatively high rate of steno-
sis and occlusion characteristic of transjugular intrahepatic
portocaval shunting made it an undesirable option in this
patient with preserved liver function.5,6
Other standard surgical options seem undesirable. To-
tal systemic shunts, such as portacaval, mesocaval, and
central splenorenal shunts, carry a significant risk of en-
cephalapathy. Furthermore, in our experience at Hartford
Fig 1. Preoperative magnetic resonance venography. A, Portal
vein. B, Splenic vein. C, Left renal vein.
Fig 2. Postoperative magnetic resonance venography. A, Portal
vein. B, Left renal vein. C, IMV.
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Hospital over the past 20 years, the patients with preserved
liver function undergoing total systemic shunts have had an
accelerated course of liver failure compared with those
treated conservatively or with selective shunts. A selective
shunt, such as distal splenorenal shunt, is an ineffective
mean of decompressing the anorectal varices.
Use of the IMV as a conduit for decompression of the
portal system has been reported in literature in the past. In
1985, Fick et al7 reported a side-to-side IMV to renal vein
shunt for treatment of anorectal variceal bleeding. Gorini
and Johansen8 reported a series of five patients in 1998 and
presented side-to-side IMV to renal vein/inferior vena cava
shunt as an alternative portosystemic operation for patients
with portal, mesenteric, and splenic vein thrombosis, severe
anorectal variceal bleeding, and liver transplant candidates.
Angiographic embolization of IMV as a treatment for
this condition was reported by Weinshel et al4 in 1986 in a
patient with severe bleeding. In 1994, Yeh and McGuire9
reported surgical ligation of the IMV leading to successful
treatment of a patient with intractable anorectal bleeding.
However, they recommended this procedure for patients
who were unfit for a shunt procedure.
Compared with IMV ligation, which actually increases
the pressure within the system, this procedure should de-
compress the anorectal varices. At the same time, splenic
and portal vein flow should remain undisturbed, maintain-
ing the preoperative liver perfusion.
One of the theoretic risks that need to be considered
with the procedure performed in this case report is the risk
of developing esophagogastric varices in the future. In
studying the patients who undergo distal splenorenal
shunts for esophagogastric variceal bleeding, there does not
seem to be a significant risk of developing anorectal varices.
Similarly, we surmise that decompression of the patient’s
most significant variceal system should not cause increased
symptomatology in a previously unaffected system.
Distal IMV to renal vein shunt is an effective alternative
for patients with severe anorectal variceal bleeding unre-
sponsive to conservative management.
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